Background: The number of patients with long-term chronic diseases is increasing. These patients place a strain on health care systems and health care professionals (HCPs). Presently, we aimed to systematically review the literature on HCPs' experiences working with patients with long-term chronic diseases such as type 2 diabetes, chronic obstructive pulmonary disease (COPD), and chronic kidney disease (CKD). Method: A systematic search of papers published between 2002 and July 2019 was conducted in the Embase, AMED, PsycINFO, MEDLINE, CINAHL, and COCHRANE databases to identify studies reporting qualitative interviews addressing HCPs' experiences working with adults with COPD, CKD or type 2 diabetes. An interdisciplinary research group were involved in all phases of the study. With the help of NVivo, extracts of each paper were coded, and codes were compared across papers and refined using translational analysis. Further codes were clustered in categories that in turn formed overarching themes. Results: Our comprehensive search identified 4170 citations. Of these, 20 papers met our inclusion criteria. Regarding HCPs' experiences working with patients with COPD, CKD, or type 2 diabetes, we developed 10 subcategories that formed three overarching main themes of work experiences: 1) individualizing one's professional approach within the clinical encounter; 2) managing one's emotions over time; 3) working to maintain professionalism. Overall these three themes suggest that HCPs' work is a complex balancing act depending on the interaction between patient and professional, reality and professional ideals, and contextual support and managing one's own emotions.
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Background
With an increasing number of patients with chronic conditions worldwide, a growing number of health care professionals (HCPs) will encounter these patients daily. As patients live longer with chronic diseases, the relationship between HCPs and patients may last for years. In order to provide the best treatment for the growing number of patients with chronic conditions, we need to increase our understanding of how to keep HCPs motivated in their work [1] . This is particularly important today, as burn-out among HCPs is a growing problem [2] .
The global increase of chronic diseases, often framed as non-communicable diseases (NCDs), has resulted in global strategies within the World Health Organization (WHO) and the United Nations to prevent or delay onset and reduce premature mortality [3] . Lifestyle choices and unhealthy lifestyle habits, such as physical inactivity, an unhealthy diet, and smoking, are commonly linked to NCDs. If these chronic conditions are diagnosed at an early stage and adequate self-management strategies are applied, the prognosis can be good. Self-management of chronic disease entails an active role for patients, who must make day-to-day decisions to manage symptoms, treatment, physical and psychosocial consequences of the disease, and lifestyle changes [4] . Thus, selfmanagement within long-lasting care is often individualized, goal-oriented, and facilitated in collaboration with HCPs [5] . Nevertheless, these patients will often depend on support from the health care system for the rest of their lives, and the likelihood that these patients will leave the health care service once they have entered is low. Patients that need long-term support thus represent a significant and growing strain on the system and on the involved HCPs.
For the past few decades, patients have been encouraged to take responsibility for their health to a greater degree [6] . This is certainly the case for those living with chronic diseases, as patients are now expected to take an active role in their disease management: e.g. to follow medical regimes and comply with recommendations concerning lifestyle changes and adjustments in their daily lives. This requires that patients have easy access to information that is relevant to their specific situation. However, it may also challenge the HCP's role, as it represents a shift from a paternalistic approach, in which the HCP is the expert, to an approach in which the patient is acknowledged as an expert on his/her own life, with the right to make informed decisions regarding his/ her self-management [6] . Here, providing the tailored information and support for each individual patient at the right time, as well as involving and engaging the patients in their care, is important.
The patient's expertise is highly emphasized in patient-centred care, which is defined as care "that is respectful of and responsive to individual patient preferences, needs, and values" and that ensures "that patient values guide all clinical decisions" [7] . This definition of patient-centred care highlights the importance of clinicians and patients working together to produce the best possible outcomes. Several researchers are proponents of this concept; however, the question has also been raised how HCPs best should handle situations where a patient makes decisions that worsen disease outcomes [8, 9] . Repeated clinical encounters in which expectations regarding the patient role as expert are not met can contribute to this conflict, and possibly increase the already high strain and expectations placed on HCPs. Furthermore, the new HCP and patient roles are not necessarily thoroughly addressed during professional training. Thus, presumably HCPs must continuously balance their professional expertise with regards to responsibility and decision-making: taking responsibility and making decisions for the patient, or letting the responsibility lie with the patient, who may make decisions that include unhealthy behaviors.
Political statements recommend patient-centered care to a growing population of patients, many with NCDs [10, 11] . At the same time, health care are governed by ideals of public management requesting time-limited and effective care. However, the delivery of patientcentered care may take time and as outlined aboveeven not be effective in improving a patient's health outcomes. Hence, dilemmas and challenges may arise for the HCPs that cannot be easily solved in clinical practice [12] . Indeed, in studies of nurses and physicians, burnout and job dissatisfaction is associated with plans to leave their jobs [2] .
Previous research on HCPs' experiences of long-term patient-provider relationships is scarce, and often related to professional practice procedures rather than to the HCPs' individual working experiences in general. How to understand the patient's experiences is widely researched, but how the HCPs experience the patientprovider relationship, particularly when patients have a chronic disease, appears not to have generated equal interest among scientists. One qualitative study aiming to elicit providers' perspectives on caring for patients with chronic pain found that HCPs internalized feelings of failure, guilt and discontent. This study highlighted the need for physicians to care not just for their patients but also to adopt self-care strategies to reduce "compassion fatigue" when caring for challenging patients [13] .
The present systematic review of qualitative empirical studies aims to provide an in-depth insight regarding how HCPs experience working with patients with chronic diseases. We decided to focus on chronic obstructive pulmonary disease (COPD), chronic kidney disease (CKD), and type 2 diabetes, as these share commonality regarding the continuity of HCP-patient interactions over time and the great impact of lifestyle and self-management on prognosis. However, the three diseases also have clear differences in their treatment, their need for HCP follow up and prognosis over time, making them suitable to contrast the HCP experience. Thereby, we sought new insights that could aid HCPs, policymakers, and educational institutions in reducing the strain on HCPs and preventing burn-out among HCPs. Thus, our aim was to systematically review the literature on HCPs' experiences working with patients with long-term chronic diseases such as type 2 diabetes, COPD, and CKD.
Methods

Design
This systematic review was conducted between October 2017 and June 2019. A research group comprising 10 senior researchers (the authors), with a professional background in either nursing or physiotherapy and qualified in realist and interpretive qualitative research methods, conducted a systematic literature review of qualitative papers concerning HCPs' experiences working with patients with type 2 diabetes, CKD, and COPD. The members of the research group had all worked in clinical and research settings with patients with a range of chronic diseases. Whereas most of the nurses had insider knowledge from their clinical work and research on diabetes, COPD, or CKD, the physiotherapists had an outsider perspective, as their experiences related mainly to chronic musculoskeletal disorders. These differences nurtured our discussions during the whole process. In order to enhance the researcher's reflexivity, shifting pairs of researchers worked together in all phases of the review process of inclusion/exclusion, appraising the methodological quality, extracting the data for further analysis, and analyzing the data. In the initial phase of the systematic review, a protocol was published in PROSPERO. The review protocol may be accessed via PROSPERO under the registration code CRD42019119052.
Information sources and search
At beforehand, we decided to include only empirical qualitative studies published in scientific journals, and grey literature, conference proceedings, master and PhD thesis were excluded as they often lack peer reviews. A systematic search strategy was developed and revised in close collaboration among the researchers and with assistance from an experienced research librarian before the final search was conducted. This comprehensive strategy aimed to ensure that relevant peer-reviewed empirical studies were identified in the search. The searches were conducted in six databases: Embase, AMED, PsycINFO, MEDLINE, CINAHL, and COCHRANE. The Medline's Medical Subject Headings (MESH) terms and additional keywords were used to identify relevant search terms, and the librarian added a study-specific "qualitative filter" to further tailor the search strategy. The search strategy was then adjusted to each other databases. While publication language was not limited, publication dates were limited to between 2002 and 2017. The original search was completed by the 29th of November 2017 and was updated in June 2019 by the same librarian. An example of the search strategy can be found in the Additional file 1.
Eligibility criteria
We based our search strategy on the "SPIDER" framework-an acronym for sample, phenomenon of interest, design, evaluation, and research type [14] -to identify the eligibility criteria, as shown in Table 1 . The SPIDER framework was chosen based on its applicability for qualitative research.
Study selection
The final search strategy identified titles and abstracts. In the screening process, all authors participated in pairs, and the papers were independently screened by title and abstract for eligibility by the two reviewers in each pair, before the pairs met and discussed. Each file represented one diagnosis; one pair sorted through the files for COPD, one pair sorted through chronic kidney disease, and three pairs sorted through the files for diabetes. The inclusion and exclusion criteria were developed a priori but refined to become more precise during the inclusion process. The authors discussed each reference for which initial agreement was not reached, before a final set of references were retrieved and reviewed in full-text to assess whether they met the inclusion criteria. The included papers were then read by new pairs within the group to consolidate the agreement across the reviewers.
Study characteristics
The included papers were presented in a table drafted by the research group. This table included study specifications (author, country, and year of publication), number and gender of participants, characteristics, research purpose, stated theoretical or philosophical perspective, recruitment source, data collection, data analysis, main findings related to our research purpose, and whether the study fulfilled the methodological appraisal.
Methodological appraisal
To assess the methodological quality of the studies, the Critical Appraisal Skills Programme checklist (CASP) for qualitative research was chosen as it is not nested to a particular epistemological perspective [15] . In addition, one domain from the Consolidated Criteria for Reporting Qualitative research (COREQ) was applied to capture methodological orientation and theory [16] . Working in pairs, the papers were first independently appraised by two researchers, before each pair met and discussed their appraisal, and the results were discussed by the group until consensus was reached about how we interpreted the items and came to a conclusion. Papers of poor quality was not excluded, as papers with poor conceptual development are considered to contribute less to the results [17, 18] . We argue that a methodological appraisal of the included papers is most valuable for describing the methodological quality to inform methodological discussions for future studies.
Data extraction and analysis
After the inclusion/exclusion process, the authors read all the included papers in full text in order to identify the data at hand. Our general impression from this reading was that HCPs, in general, were satisfied with their work, but the general outline of several challenges could also be seen. These were discussed by the group. This overall impression guided our further (detailed) analysis of each paper, but it also enabled us to critically appraise whether our initial impression was supported by the data.
The detailed, in-depth analysis was performed by groups of two or three members who each independently determined what was relevant in the primary studies' result section to inform our research question and subsequently to be extracted for further analysis. The extracts were discussed by the pairs until consensus was reached, and thereafter coded manually by the pairs. Metaphors and concepts within the text were identified and used as codes whenever appropriate. We began with papers that we found presenting a richness of information and concepts in accord with what Britten and Pope [19] call conceptual richness which characterize the best papers.
The extracts of the next papers were then examined to see whether they could be translated into the codes we used for the previous paper; if not, new codes were developed. This approach was inspired by translational analysis, and thus involved an analytical transfer of concepts and insights between studies [18, 20] . Through this extensive process, recurrent or shared concepts-and points of similarity (reciprocal translation) and difference (refutational translation) within these concepts-were identified across studies and explicated iteratively. The small groups then presented their decisions for the whole group. As everyone had read all of the papers, the extracts were re-discussed until consensus was reached.
The extracts and codes were transferred into the NVivo software program. Here, too, all extracts and codes were read and discussed by the group and Table 1 The SPIDER framework
Sample (S):
We included studies addressing the experience of HCPs working with adults with chronic conditions, in which the relationship between the patient and HCP is assumed to be long-term. In this review, we focused on diabetes, COPD, and CKD. If a study included a subset of eligible participants (e.g. a mixed population, including participants with other health conditions), we only included it if we could analyze the disaggregated data for the eligible participants separately. We excluded studies exploring any pre-existing phases of the three selected diseases, e.g. pre-diabetes, and those studies that included children aged 18 and younger.
Phenomenon of interest (PI):
We included any empirical, qualitative studies exploring the experiences of the relationship between HCP and patients with the selected chronic conditions reported from the HCPs perspective. We also included studies addressing the HCPs' feelings, attitudes, and perceptions, work satisfaction, or emotional burden regarding their relationship with these patients over time.
We excluded studies addressing other phenomena, such as experiences with patients' use of specific treatments or interventions and those focusing on palliation.
Design (D):
We included studies utilizing empirical qualitative research, including either individual or focus group interviews inspired by ethnography, narrative methods, phenomenology, grounded theory, observations, or qualitative interviews with no specific theoretical statements. We excluded: quantitative designs, mixed methods studies, studies reporting results from both patients and HCPs, studies that did not address HCPs' experiences working with patients with diabetes, COPD, or CKD, studies exploring the experiences of surgeons, pharmacists, or students (who were assumed to not have a long-term relationship with their patients), and studies that addressed HCPs experiences with specific interventions or treatments.
Evaluation (E):
In all the qualitative studies, quotes from interviews of the HCPs had to be reported and analyzed qualitatively in the article for it to be included in the review.
Research type (R):
We included all published qualitative research, with no language restrictions. Grey literature, such as conference proceedings and non-peer reviewed articles, were excluded, as they lack quality, detail, and peer review. We also excluded systematic reviews and meta-syntheses, as well as masters and PhD theses.
modified by looking across all the coded papers. This process generated 36 codes ("nodes" in NVivo), which were written on Post-It Notes and attached to a whiteboard. The group then shared, reviewed, and discussed the codes, and finally clustered them into categories. Through discussions and critical appraisals based on the group's mutual knowledge of the data material but various theoretical perspectives, we gradually developed three main overarching themes.
Results
Search outcome
The electronic search produced n = 4177 references ( Fig. 1 ). Following the abstract review, n = 74 publications were selected for full-text review. In total, n = 54 publications were excluded during this screening process. The final full-text review produced 20 papers for further analysis. The included 20 papers concern HCPs' experiences providing care to patients with CKD (7 papers), COPD (4 papers), or type 2 diabetes (9 papers) ( Tables 2 and  3) . A total of 456 HCPs participated in the studies; the majority were physicians (n = 313) and nurses (n = 158). Only two studies included physiotherapists [32, 33] , one included a podiatrist [24] , and four included dieticians in addition to nurses and physicians [24, 32, 33, 35] . All eligible studies were reported in English, but there was general geographical variation among the studies: 13 were conducted in Europe, 3 were from North America, 2 from Asia, 1 study was from Australia, and 1 study took place in 7 countries in Europe and Asia. As such, the studies cover the experiences of HCPs working in a range of health care systems and cultures. Overall, the (3); to discover escape mechanisms in case of frustration Not stated 9 (2) methodological quality of the included papers was considered to be high ( Table 2 and in detail in Additional file 2). All papers had a clear statement of their research aims and were found to have appropriately applied a qualitative methodology. Further, all papers clearly stated their findings. However, there was a trend across the papers that the researcher's own role in and impact on the interviews and the analysis was not discussed. Likewise, the studies' methodological orientation and theoretical framework were rarely described. No studies were excluded from further analysis based on their methodological appraisal.
Synthesis of findings
Based on our analysis of the results chapters of the included studies, three main themes were identified and developed, each addressing our overall aim to describe HCPs' experiences working with patients with long-term chronic diseases: individualizing the professional approach within the clinical encounter; managing one's emotions over time; and working to maintain professionalism (Table 4 ). Below, these themes are presented in detail.
Individualizing the professional approach within the clinical encounter
This theme comprises three categories illuminating the clinical encounter between the HCP and the patient: "engaging with the patient as a person," "encountering the chronic condition," and "facilitating a shared understanding of the chronic condition." The first category, "engaging with the patient as a person," describes how many HCPs sought to provide individualized care and find ways to approach each patient's specific needs [27, 33] . As Pooley et al. [30] stated, for HCPs, this entailed getting to know the patient as a person. It was not necessarily easy for HCPs to provide individualized care and recognize the person behind the diagnosis. HCPs tolerated being given inaccurate information from their patients, in order to establish and maintain contact and build positive relationships with them [28, 37] . Other HCPs, in contrast, rarely asked for personal details from their patients, as they did not see the need to do so [21, 29] . In this way, they rejected the idea of tailoring their care based on information provided by their patients.
The second category refers to that, although the HCPs emphasized the importance of seeing and engaging in "the person behind the diagnosis," they were also obligated to "encounter the chronic condition." As such, they had to weigh the personal aspects against their professional responsibility and expertise concerning the disease. One challenge for the HCPs, as shown in Tonkin-Crine et al. [36] , was the discrepancy between the patient's subjective experiences on the one hand and clinical measures of the disease on the other. For example, it was a challenge to advocate diet adjustments to patients with kidney failure who had not yet experienced symptoms [36] . It was also challenging for HCPs when patients resisted modifying their lifestyle to optimize the treatment effects [21, 34] , for example making decisions that might worsen symptoms and speed its progression. Further, the HCPs described feeling responsible for ensuring and strengthening patients' understanding of their disease in order to motivate them to make the recommended lifestyle changes [22] . Despite such efforts, the HCPs felt that some patients showed a lack of interest in self-management, and they considered these patients to be passive and dependent on their HCP. Doctors were especially frustrated with patients who demonstrated low adherence to prescribed treatments [31] , and they felt that recommendations were more likely to be poorly followed by the elderly and less-educated [21] . Overall, success was perceived as challenging to predict, if it was even possible to predict [33] . Further, Boström et al. pointed out that efforts to motivate patients to selfmanage their condition were perceived as timeconsuming for the staff and therefore not always prioritized [22] .
The third category, "facilitating a shared understanding of the chronic condition" among HCPs and patients, " reflects that long-term chronic diseases lack curative treatment, and much depends on self-management efforts of patients. A lack of understanding among family members may negatively influence the patient's Perceptions of diabetes specialist nurses' regarding their professional role are presented in five themes: "striving to be an expert," "striving to be a fosterer," "striving to be a leader," "striving to be an executive," and "striving to be a role model." Diabetic nursing is a multifaceted profession with roles that cannot be easily combined. Anxiety and emotional cost emerged in the face of uncertainty of prognosis and its effects on interactions with patients. The uncertain trajectory increased anxieties for health professionals in initiating discussion.
There was a tendency to soften the impact of information given to the COPD patients about death, and HCPs felt unprepared and described anxiety and discomfort. 6 Crowshoe et al. [26] In-depth semi-structured telephone Grounded theory, using NVivo
The management of acute COPD exacerbations was handled within a range of concerns, from "dealing with comorbidity" through "having difficult patients" to "confronting a hopeless disease." Difficulty balancing an approach to a disease that confronts the GP with his professional limits (i.e. concerning curing and saving lives), and with the patient's existential deterioration at all stages. acceptance of a disease and its severity [38] . Repeated encounters with patients and next of kin who were unwilling or unable to recognize the severity of the disease prognosis seemed to cause hopelessness among HCPs [31] . The HCPs requested educational tools to assist them in facilitating patients' and family members' understanding and acceptance [31, 34] . Some of the HCPs recommended that any change in behavior or life style, however small, to be acknowledged by HCPs to keep their patients motivated [33] .
Patients' specific cultural contexts could also impact their understanding of the chronic disease, which HCPs had to take into account in clinical encounters. This was especially clear in the papers addressing HCPs' experiences working with ethnic minority groups and indigenous patients [26, 33] . Ethnic minorities were perceived by HCPs as more difficult to reach and cooperate with than most other patients. Here, HCPs also expressed challenges related to their own and colleagues' lack of knowledge and cultural competence [26] . In particular, conducting consultations in which the HCP was dependent upon a translator complicated the patient-provider relationship [40] . Thus, reaching a mutual understanding of the disease was often a demanding process, because patients often trusted their cultural traditions more than the HCPs' explanations. Here, lifestyle changes related to decreasing or omitting the consumption of traditional foods was especially difficult [21] .
Managing one's emotions over time
The theme "managing one's emotions over time" encompasses the following three categories: "the challenges connected to a long-term relationship"; "maintaining professional sympathy," and "burden of responsibility."
The category "the challenges connected to a long-term relationship" includes both the challenges and the rewards associated with long-term patient-provider relationships. With respect to chronic diseases, HCPs often follow the same patients over a long period of time, often spanning years. Pooley et al. [30] argued that doctors must be prepared to become responsible for managing the care of some patients for the rest of their careers. Personal relationships with patients were often developed and appreciated-as shown for example in a Asthma/COPD nurses' experience of patient education fluctuated between insecurity and security. Nurses need the support of colleagues and management and more knowledge on patient education methods to be secure. The feeling of being important to the patient is important.
GP general practitioner, CKD chronic kidney disease, HCP health care professionals, Nvivo software for organizing categorize and classify data from qualitative and mixed-methods data Adjusting to health organizational structures study on renal nurses-and these relationships often felt similar to those HCPs had with their friends and family [23] . The HCPs felt that they had to engage emotionally with their patients, and they largely regarded this as positive. However, a long-term patient-provider relationship could also lead to negative personal relationships with patients [24] . If the relationship was poor, it could become challenging for HCPs to provide individualized care. Nurses working with hemodialysis handled this by maintaining a professional and emotional distance from their patients, for example, by simply accepting the patients' demands; others felt pride when they successfully managed the more difficult relationships [28] . In some cases, HCPs decided to transfer the responsibility for the treatment of a patient to a colleague [23] . In others, HCPs stayed in the struggle, and ultimately developed a better understanding of why the patients appeared to be so difficult [35] . Accordingly, clinical encounters could cause stress, frustration, and tension among the HCPs. However, there were also positive aspects of having personal relationships with patients. One example from a renal ward highlights how doctors valued their long-term, friendly relationships with patients throughout the process of renal failure and dialysis, in which they could share their patients' joy when conditions improved: for example, when a kidney transplantation was successful [30] . However, patients could also die, and if the HCPs had established a positive relationship with their patients, they mourned their loss. This was made more challenging by the fact that their professional role dictated that they push their feelings aside, to better support the families and other patients who had been close to the deceased [23] .
The category "maintaining professional sympathy" centers around how HCPs deemed emotional engagement, in the forms of professional sympathy and compassion, as necessary for continuing in their work [25] . Nevertheless, there was also a risk that this compassion would be diminished. Over time, HCPs could become desensitized to others, and dehumanization could begin as early as, for example, medical school [35] . There was also a risk that providing patient care based on routine would be prioritized over providing individualized care. Despite routine and dehumanized care, when patients were unstable or did not follow advice, HCPs expressed a variety of emotions, including sadness, powerlessness, aggression, sympathy, frustration, and irritation. Even the most experienced HCPs reported feelings of guilt when they were unable to make patients follow their therapeutic recommendations [33] . When the emotional engagement with their patients became overwhelming, it was a challenge for HCPs to keep their frustrations from spilling over into their relationships with their patients-this was especially true when HCPs were faced with patients with limited coping abilities or those who complained over minor issues [35] .
Under the category "burden of responsibility" the HCPs felt highly responsible for their patients' wellbeing, which they sometimes also experienced as a burden [33] . This was especially true when patients did not follow the treatment recommendations provided by the HCP and their disease worsened. Boström et al. [22] found, for example, that while nurses valued even the smallest behavioral changes accomplished by their patients, they had to accept that, in some cases, it was likely that change would never occur. Further, the nurses described the challenge of balancing their desire to help their patients while also acknowledging that the patients had to help themselves [22] . The HCPs felt highly responsible for their patients, and this frequently resulted in feelings of guilt and shame, even for the most experienced HCPs [33] .
Working to maintain professionalism
While the papers addressed the experiences of HCPs from a range of cultural contexts, working with three different chronic diseases, the HCPs shared the opinion that maintaining professionalism was important. The work maintaining professionals contains the following four categories: "striving to achieve the best for the patient," "collaborating with other professionals," "keeping up professional self-esteem," and "adjusting to health organizational structures."
The category "striving to achieve the best for the patient" includes HCPs' experiences working to meet ideals embedded in their professional role and practice context [32, 39] . One goal was to establish positive relationships with the patients, gaining the patients' trust while also being decisive, flexible, capable, and qualified in their work. Even experienced nurses expressed a fear of being rejected by their patients [28] . Renal nurses were uncomfortable being closely observed by other patients in the dialysis wards where nurses' professional activities with one patient could be easily observed by other patients [28] . Having a positive relationship with patients was seen as especially important when doctors had to break the news to them about a worsening of their condition [30] . Positive relationships with their patients also involved the patients' gratitude when their treatments were successful, which generated strong feelings of professional pride and personal satisfaction for the HCPs. In particular, achieving success in acute situations enabled doctors to maintain a positive attitude towards patients requiring long-term chronic care [30] .
Walker et al. [37] reported that dialysis nurses found it important to have professional autonomy, as it helped them better manage patients and tailor their care. A lack of professional autonomy, in turn, made providing care more difficult and less effective; however, the nurses felt that the hierarchical system in which they worked constrained their professional autonomy, making them feel they occupied a subordinate position within the hospital hierarchy. Some nurses were afraid to express their opinions and bring up critical issues related to their work [37] . Abdulhadi [21] remarked that a heavy workload, lack of teamwork, and lack of support from superiors in a hierarchical health care system decreased HCPs' trust in the system: doctors, in particular, reported feeling a lack of trust in their co-workers' competence. Boström et al. [22] showed how diabetes specialist nurses found their autonomy and self-determination hampered by being frequently told to assist others in their work.
The category we labelled "collaborating with other professionals" encompasses multidisciplinary support and cooperation with colleagues, as well as the professional loneliness that arises from a lack of cooperation and support. On the one hand, colleagues were described as the most prominent source of support, mainly because they knew the context of care and were easily available for consultation [23] . This support could take different forms, through professional discussions in multidisciplinary teams or on a one-to-one basis, and was, if successful, based on a mutual respect for one another and a shared understanding of the challenges to be solved. Receiving support from colleagues was described as stimulating [40] , enabling HCPs to take on more responsibilities [37] . Supportive colleagues also contributed positively to the HCPs' workflow because they provided a space for HCPs to vent or seek advice after a difficult consultation [35] . Furthermore, several studies [36, 37, 40] highlighted the value of receiving acknowledgement and support from superiors. Nurses described needing support and acknowledgement from the physicians, and to some extent from the physiotherapists, while physicians described needing support from medical specialists or leaders within the health context.
On the other hand, the absence of support was also highlighted in the included articles, and could result in feelings of professional loneliness. Nurses, in particular, described feeling left alone with extensive responsibility [40] . Also, general practitioners felt they lacked the confidence to approach their more complex patients without the support of a medical specialist [36] . Professional collaboration was also dependent on the clinical context and the behaviors of the HCPs' colleagues. For example, in cases where physicians did not treat their patients properly, this had a negative impact on the nurses' own work [22, 40] .
The third category represents "keeping up professional self-esteem." Positive feedback from others strengthened the HCPs' self-esteem, and being liked, respected, and valued by colleagues and those in charge in the ward were highlighted as important [30] . Positive patient outcomes also increased positive feelings. For nurses, this signified that their efforts in caring for their patients had an impact [28] . Feeling liked by one's patients also contributed to enhanced professional self-esteem. In one study, nurses reported that when they spent more time with patients than physicians, they had higher chances of being liked by their patients [40] . In another, asthma and COPD nurses described how acting autonomously enabled them to reach their full potential [40] . However, the nurses also felt that their professional self-esteem decreased when they experienced professionally loneliness, subordination, and a lack of appreciation from their colleagues [22] .
The fourth category was "adjusting to health organizational structures," and this was connected to nurses' professional development and career possibilities. Although specialized nursing skills were emphasized within a health organization, it was not always considered essential to support the nurses' goals of learning and mastering these skills [22] . Further, time-the lack of time, in particular-was a structural factor in the health system mentioned by HCPs in several studies [22, 37, 40] . Recognizing the whole person and delivering individualized care was perceived as a time-consuming task [22] ; the lack of time was thus seen by HCPs as a threat to the quality of patient care. According to Tierney [35] , however, the HCPs' compassion for their patients was not affected by time-limited encounters.
Discussion
The HCPs' experiences working with patients with type 2 diabetes, CKD, or COPD presented in the papers included in our systematic literature review are captured by three themes: "individualizing the professional approach within the clinical encounter," "managing one's emotions over time," and "working to maintain professionalism." Together, these themes describe how clinical encounters with patients depend, to a large degree, on the personal interaction between patient and professional, real clinical practice situations and professional ideals, and contextual support and managing one's own emotions. In more general terms, this means that clinical working experiences are constituted by the interactions between persons, contexts, organizational structures, and health policy claims. Despite the diversity in the efficiency of interventions, treatment options, and longterm prognosis of type 2 diabetes, COPD, and CKD, in general the HCPs' working experiences seem to be rather shared.
Today, health authorities are governed by ideals such as the patients' right to receive the best evidenced-based care and the efficiency and cost-effectiveness of the service delivery [41] . At the same time, the democratization of health care services has led to increasing user and patient involvement in all stages of illness, including when the patient is diagnosed with a chronic disease [6, 41] . The patient-centered model of care is part of the user involvement movement and has gained attraction in Western societies. This is meant to counteract the paternalism embedded in the clinicians' traditional role as sole expert, and to support patients in being active agents regarding the health issues that concern their own lives [6] . However, how patient-centered care should be practiced within the context of the public management and evidence-based practice ideals is rarely, if ever, addressed by research. Our analysis suggests that this balancing act can be complex for HCPs and can create several challenges. This is in line with Holen and Kamp [41] , who discuss how user involvement has transformed the relationship between patients and HCPs, and how HCPs today face new dilemmas and challenges. Of particular interest, and in keeping with findings from our study, the authors describe how in long-term patient-provider relationships-e.g. between COPD patients and nurses-"new" professionalism contains relational, emotional and pedagogical aspects to motivate and coach patients. The main aim of this "new" approach is to support the patient in taking responsibility for and self-managing his/her health in a time-efficient way. However, dilemma raises if for example patients need time to understand what a disease implies for their way of living.
As the present findings highlight, on the one hand, the patients' wishes and autonomy must be respected, as they should be considered experts on their own lives, but on the other, patients do not always understand the severity of their disease-related risks, nor do they necessarily make rational decisions. HCPs feel they lack the tools or ability to help patients and family members understand the risks of not following the prescribed treatment plan. In this way, HCPs feel they are to blame by not fulfilling their professional responsibility. This can be particularly challenging when a patient presents a desire for treatment that differs from evidence-based recommendations for best practice. In such cases, HCPs must balance their acting according to patient-centered care and evidenced-based practice models. "Giving up" one's professional expertise and instead taking on the role of "partner, colleague or co-worker" may be a solution, as described by Alm Andersen [6] . How precisely to balance such incompatible roles needs broad debate in our society. We argue that this is too heavy burden to be placed on and solved by individual HCPs.
For HCPs, a long-term patient-provider relationship can be both a rewarding and disheartening experience.
They may establish a kind of friendship with their patients, and hold significance in their patients' lives as the one person who shares and can make sense of patients' disease experiences. As our analysis indicates, this can also be a balancing act, as HCPs know that just as the progression of a disease is uncertain, so is the outcome. HCPs must therefore find the balance between personal closeness to and professional distance from patients, to protect their own emotional vulnerability and maintain a supportive professional role for the patients and their families when patients' conditions deteriorate, or life ends. There is no formula for how to perform this balancing act in practice, as it is usually individually and situationally determined.
In discussing burn-out among HCPs, Dyrbye et al. [2] point to emotional exhaustion and frequent depersonalization as aspects of burn-out. We found traces of these aspects in our study and agree with the authors that more research to understand and improve the work lives and wellbeing of HCPs is needed. Our findings do indicate, however, that supportive colleagues and leaders, as well as acknowledgement and support from leaders within the health organization, can be helpful. This approach can help meet HCPs' support needs, and empower them-in various ways and at different levels-to remain in highly complex work situations. We also argue that educational institutions have the responsibility to prepare future HCPs to meet this complexity of clinical practice. As far as we know, this issue is largely absent in today's curricula.
The contribution and trustworthiness of our metasynthesis depends on the quality of the original publications on the one hand, and on the rigor of our own methodological process on the other. One strength of this meta-synthesis is that we conducted comprehensive searches of six databases, and thereby generated a variety of data to be analyzed. By choosing three different chronic diseases on which to focus, we succeeded to find richness and variability in HCPs' detailed working experiences. Furthermore, the inclusion and exclusion criteria and search terms were decided in advance of the literature search, and the searches were conducted by an experienced librarian. Another strength of our metasynthesis is that the study selection, study appraisals, extractions of data in primary studies to be analyzed and coding were performed independently by pairs of researchers, and the use of NVivo further ensured a rigorous and systematic process. In this part of the process, we followed procedures to ensure reliability in line with a realist perspective [42] . In the analysis, however, we followed an interpretive approach inspired by metaethnography and a constructivist stance [42] . This enabled us to take advantage of the various theoretical competencies in the research group. The credibility of the analysis depends on how transparent we present our analysis. We have attempted to describe our data material in the result section as close as possible and with reference to the original papers (second order data). Our overall interpretation of the data (third order level) is presented in the discussion in order to make the correspondence between the descriptions in our result section and our further interpretations transparent. We argue that our shifts between rigorous methodological approach and reflexivity based on our various perspectives and understandings during the whole process have strengthened the trustworthiness of this study. Therefore, it is likely that it is a balancing act to work with diabetes-1, COPM and CKD. Furthermore, we think the complexity and dilemmas raised in these studies are likely to be transferable to the work with other chronic diseases as well.
The present study has some limitations that must be noted. Firstly, according to the quality appraisal, as assessed by the CASP and COREQ, the quality of the original articles can be considered high. However, wider methodological orientations or broader philosophical backgrounds were rarely presented or discussed in the included papers. It is also possible that the assumptions made by the authors of the original studies were continued in the meta-synthesis. Secondly, it is noteworthy that although we welcomed both interview studies and observational studies in the meta-synthesis, no observational studies met our inclusion criteria. This implies a knowledge gap, as the HCP-patient relationship and their interactions require research from different vantage points. Thus, further research to examine how clinical practice is performed and contextualized is needed.
Conclusion
It is clear from this systematic literature review that HCPs' experience profound stress in their work with patients with COPD, CKD, or type 2 diabetes. On the other hand, they also experience the creation and maintenance of long-term relationships with patients with chronic conditions as personally and professionally rewarding. As such, HCPs must find the balance between personal closeness to and professional distance from patients. They must also balance providing patientcentered care whilst simultaneously developing and strengthening their professional expertise. This underscores the importance, for HCPs, of having systematic support from colleagues, leaders, educational institutions, and health organizations.
